Aims To identify barriers and facilitators associated with initial implementation of a US alcohol and other substance use Screening, Brief Intervention, and Referral to Treatment (SBIRT) grant program, and to identify modifications in program design that addressed implementation challenges. Design A mixed-method approach used quantitative and qualitative data, including SBIRT provider ratings of implementation barriers and facilitators, staff interview responses and program documentation. Setting Multiple sites within the first seven programs funded in a national demonstration program in the United States. Participants One hundred and two SBIRT providers were surveyed; 221 SBIRT stakeholders and staff were interviewed. Measurements Mean ratings of barriers and facilitators were calculated using provider survey responses. An inductive content analysis of interview responses identified factors perceived to support and challenge implementation; program modifications that occurred over time were recorded. Findings Providers rated pre-selected implementation facilitators higher than barriers. Content analysis of interview responses revealed six themes: committed leaders; intra-and inter-organizational communication/collaboration; provider buy-in and model acceptance; contextual factors; quality assurance; and grant requirements. Over time, programs tended to: adopt more efficient 'pre-screen' item sets; screen for risk factors in addition to alcohol/substance use; use contracted specialists to deliver SBIRT services; conduct services in high-volume emergency department and trauma center settings; and implement on-site and telephonic treatment delivery. Conclusions Screening, Brief Intervention and Referral to Treatment program implementation in the United States is facilitated by committed leadership and the use of substance use specialists, rather than medical generalists, to deliver services. Many implementation challenges can be addressed by an adequate start-up phase focused on comprehensive education and training, and on the development of intra-and inter-organizational communication and collaboration; opinion leader support; and practitioner and host site buy-in.
INTRODUCTION
Translation research has attempted to identify barriers to and, to a lesser extent, facilitators of, the successful installation of evidence-based innovations into relevant real-world settings [1] . Less attention has focused upon how decision-makers respond to impediments as programs move from the early stages of adoption to implementation, routinization and sustainability [2] . This paper examines the factors that both challenged and promoted the implementation of a major public health initiative in the United States, with an emphasis on adaptations that appeared to take place as the project evolved over time.
We use the term 'model migration' to refer to modifications in program service components, staffing models and delivery settings that occur over time, often in anticipation of, or in response to, implementation challenges.
The US Substance Abuse and Mental Health Services Administration (SAMHSA) Screening, Brief Intervention and Referral to Treatment (SBIRT) grant program
Although studies of illicit drug use have been less consistently positive [3] , evidence supporting the efficacy of screening and brief intervention (SBI) for alcohol problems is well documented [4] . Nevertheless, medical providers have been slow to implement programs based on this technology. To increase its adoption in health-care settings in the United States, the SAMHSA launched a major grant program in 2003 to implement SBIRT for alcohol and other substance use. The first cohort of grant recipients included six states (California, Illinois, New Mexico, Pennsylvania, Texas, Washington) and two tribal organizations in Alaska (see [5] for a more complete description of the individual programs).
Several features distinguish the SAMHSA project from other SBI programs. First, SAMHSA expanded the continuum of care beyond SBI, as it had been implemented in most clinical trials to include treatment referrals for high-risk users of alcohol and other drugs. Thus, a major goal was to strengthen linkages between general medical settings and addiction treatment facilities. Secondly, grant recipients were given considerable latitude in choosing settings, service providers, screening and other instruments and in developing referral options for high-risk individuals that would have to include both brief treatment (BT) (a limited series of out-patient sessions, each approximately 50-60 minutes in duration) and traditional specialty care for substance use disorders. Each of the seven SAMHSA programs implemented SBIRT services in multiple settings that included emergency departments and trauma centers, in-patient hospital services and ambulatory clinics (see [5] , this Supplement). Historically, SBI programs have tended to recruit medical staff to deliver services (in-house generalist model); however, many SAMHSA SBIRT service delivery sites hired specially trained health educators (in-house specialist model), and others contracted services through an independent agency specializing in addiction treatment (contracted specialist model). Thirdly, despite program design flexibility, grant recipients were required to initiate service delivery within 6 months; meet screening quotas; and collect data from SBIRT participants as specified by the US Government Performance and Results Act (GPRA) [6] . This later requirement included the administration of a baseline GPRA questionnaire and, for a subset of patients, a 6-month follow-up interview [7] .
SBIRT implementation barriers and facilitators
Studies have identified impediments to Screening and Brief Intervention (SBI) implementation in health-care settings in a variety of countries, including Finland [8, 9] , Sweden [10, 11] , Denmark [12] , Norway [13] , Australia [14] and Brazil [15] . Challenges to conducting SBI include time constraints, the need to focus upon more medically urgent issues, poor training, negative provider attitudes and perceptions of role incompatibility [8, [16] [17] [18] . In a study comparing implementation strategies for a primary care SBI program for at-risk drinkers, Babor and colleagues [19] reported that similar barriers, including insufficient training, lack of time, staff turnover and competing priorities, were associated with poor program implementation. In a more recent survey [20] , primary care practitioners described several obstacles, including the perception that patients are dishonest in reporting use, limited provider knowledge regarding SBI, lack of standardized screening tools, inadequate referral resources, time constraints and the stigma associated with substance use. In trauma centers, challenges cited include poor collaboration among surgeons, substance abuse treatment centers and advocacy groups; ambiguity regarding surgeons' role responsibilities; cost and reimbursement issues; concerns about patient privacy and confidentiality; lack of patient cooperation; operational barriers; lack of committed leadership; and unreliable program resources (dependable service providers and funding streams) [21, 22] . In a review of 47 papers describing SBI implementation for alcohol misuse in medical settings, Johnson et al. [23] summarized the major barriers as 'lack of resources, training and support, [and] workload' (p. 412).
On the positive side, several studies indicate that formal training is an effective facilitator of the use of SBI by nurses and physicians [19, 24, 25] . However, Groves and colleagues [26] argue that SBI is not likely to become routine practice without ongoing supervision and support from specialists, and mechanisms that ensure that it is included in routine medical documentation. Alternatively, Sise et al. [27] have suggested that SBIRT can be integrated effectively into new medical venues by utilizing specially trained health counselors rather than existing medical staff to deliver services, a strategy adopted by the SAMHSA programs.
In sum, the literature has identified a variety of factors that have challenged SBIRT implementation in medical settings. However, most research has focused upon SBI, rather than SBIRT. Although organizational and systemic factors have been cited in a few studies, most of the consistently identified barriers are associated with the use of general in-house medical staff to deliver services (e.g. time constraints, inadequate training, role incompatibility). Further, relatively little research has focused upon implementation facilitators, or on how successfully functioning programs have responded to perceived impediments. To address these gaps, the aims of the current study are to: (1) explicate implementation facilitators, as well as barriers, in programs that included the full spectrum of SBIRT services (referral to treatment, as well as SBI); and (2) identify adaptations that occurred as the SBIRT programs evolved from proposed plans to fully functioning operations. In particular, the SAMHSA programs offered an opportunity to examine whether the use of dedicated specialist providers appeared to ameliorate many of the implementation barriers identified in prior studies.
METHOD
A mixed-method approach was used that involved analyses of quantitative and qualitative data. Quantitative data included SBIRT provider's ratings of implementation barriers and facilitators identified in prior research [28] . Qualitative data were varied and extensive, including detailed notes/transcriptions from interviews with SBIRT staff and key stakeholders and extensive documentation regarding each program, including grant applications; progress reports; service delivery protocols; copies of screening tools, assessment instruments, protocol manuals and other materials; program monitoring forms; conference call notes; organizational and patient flow-charts; logic models; and observation notes.
Using these data sources, three complementary analyses were conducted: (1) a descriptive summary of SBIRT provider ratings; (2) inductive content analysis of staff and stakeholder interview responses, assisted by ATLAS.ti [29] , a software package that facilitates qualitative inquiry; and (3) recursive abstraction [30] of program documentation and interview responses to track program changes over time (i.e. model migration).
Provider ratings of implementation barriers and facilitators
A Practitioner Survey was conducted to assess characteristics and attitudes of SBIRT staff. The computer-assisted interview contained a module designed to measure the extent to which pre-selected factors (11 barriers and five facilitators identified in prior SBI research [28] ) affected SBIRT implementation (see Table 1 ). Using a five-point scale (1 = to a very little extent, 5 = to a very great extent), 102 of the 103 SBIRT providers employed at the time of the survey rated the degree to which each factor was operative within their respective performance sites. Using PASW statistics [31] , means (and standard deviations) were calculated for each item, and the respective barriers and facilitated were rank-ordered.
Content analyses of SBIRT staff and key stakeholder interview responses
The content analysis of interview responses was designed to allow new themes to emerge, including broad contextual barriers and facilitators and factors specific to the SAMHSA project. During site visits to the seven programs, 139 in-depth, semi-structured interviews were conducted with 221 staff (49 key stakeholders, 95 administrators, 77 SBIRT providers). Some respondents were interviewed individually; however, most (57 %) were interviewed in a group setting, making it difficult to attribute remarks to specific persons. The proportions of different types of respondents varied both within and across the seven programs. For these reasons, we elected not to quantify the qualitative data (see [32] ), and have attempted instead to identify predominant Scale used: 1 = to a very little extent, 2 (no label), 3 = to some extent, 4 (no label), 5 = to a very great extent.
b
Barriers and facilitators are listed in order ranking from having the most to least impact on implementation of SBIRT. SD = standard deviation. themes expressed by the respondents within each of the seven programs.
Interviews addressed a variety of topics, including implementation barriers and facilitators, and took place when programs had well-established service delivery protocols. Questions and interviewer guidelines regarding these topics appear in Table 2 . Using detailed, written document preparation procedures, the narrative notes from each interview were reviewed and annotated as needed for clarity, in preparation for qualitative analysis.
Descriptive coding
The first analysis stage involved thematic categorization of text based on key content domains (e.g. implementation, program costs, sustainability). Using ATLAS.ti software and a manual with detailed descriptions of applicable content for each domain, as well as numerous examples, five coders demarcated narrative segments that reflected each domain. To ensure that passages were interpreted accurately and consistently, coders first reviewed the sitespecific materials (e.g. grant applications) available for each program. A series of exercises was used to train coders, and subsequently to assure consistency across team members. Coders conferred routinely regarding ambiguous passages, and the manual was revised accordingly. Brief definitions of the three domains used in the current analysis-implementation, barriers, and facilitators-appear in Table 3 .
Interpretive analysis
The second analysis phase involved the identification of salient themes from the collection of text segments judged to reflect implementation, barriers and facilitators. Salient themes were defined as those that were mentioned frequently across types of respondents, stated emphatically and cited by staff across the seven different programs. An inductive approach was adopted because of the unique features of the SAMHSA SBIRT project and the evaluators' focus upon the first of several funded cohorts of grant recipients. Two authors (A.G., D.D.) examined independently the relevant text passages and generated written summaries of salient themes. A third analyst (J.V.) synthesized the two reports and worked with the original analysts to develop a final set of consensual themes.
Model migration analysis
The systematic examination of model migration was intended to identify programmatic adaptations that may have been made in response to perceived implementation challenges. A standard template was used to describe each program in terms of service delivery protocols for screening, brief intervention, brief treatment and treatment referral (e.g. instruments, procedures); providers (e.g. generalist versus specialist), implementation models (e.g. in-house versus contracted staff) and performance sites (e.g. settings) and to document changes over time. Analysts recorded features of the SBIRT programs described in grant applications and documented all major subsequent modifications that occurred at any point later during the funding cycle (i.e. from initial implementation to mature, functioning program), together with any reported reasons for those changes. The information used to complete the model migration matrices was abstracted systematically and recursively [30] from the extensive documentation available about each program, including grant proposals, progress reports, interview responses, service delivery protocols, copies of materials (e.g. screening instruments, manuals, patient brochures, monitoring forms), site visit observations and notes and communications with program staff. Table 1 shows the mean ratings and relative rankings of implementation barriers and facilitators (based on the means for the individual items). On average, barriers were rated below the scale mid-point (3 = 'to some extent').
RESULTS

Provider ratings of implementation barriers and facilitators
Competing priorities and lack of available treatment slots received the highest ratings among the barriers to SBIRT implementation.
As shown in Table 1 , facilitators received higher ratings than barriers on the response scale provided. That is, on average, the listed facilitators were perceived to have a greater influence than barriers on SBIRT implementation. The SBIRT program coordinator was identified as facilitating implementation to the greatest extent. Involving practice staff in the initial decision to implement the program and having a dedicated champion were rated next highest. The two remaining items also received relatively high ratings.
Content analyses of SBIRT staff and key stakeholder interview responses
As indicated in Table 3 , a total of 1989 text passages were assigned implementation, barriers and facilitators' content codes in the narrative passages of the 139 interview documents. As shown, respondents representing all three respondent roles contributed text segments to the analysis. Although the three content areas were discussed widely in the interviews, passages describing barriers were the most prevalent (42% of the quotes).
Themes that emerged from the inductive content analysis, together with illustrative quotations, are shown in Table 4 . These are presented generically, reflecting the reciprocity that occurs commonly in attempts to identify factors that impede or facilitate implementation. That is, depending on phrasing, the presence or absence of a circumstance may be cited (e.g. good leadership is a facilitator, lack of leadership a barrier, to program functioning).
Six broad themes were identified Step approach, but now people know a lot more about risk reduction and motivational interviewing. This non-invasive and non-confrontational approach was a culture shock at first' Contextual factors: physical space, concurrent technological innovation, treatment accessibility, patient characteristics, and geographic setting • 'Space is the biggest barrier for working in the EC [emergency center]. Trying to find space, and a place to allow the health educator to screen and conduct brief interventions in a confidential manner is difficult' • 'It is hard to establish a new set of procedures for so many different staff members. Implementing our electronic standardization [at the same time as implementing the SBIRT program] was a barrier. It was supposed to be easy to implement the electronic standardization, but it turned out not to be' • 'Many of the patients we serve are homeless. A large barrier for treatment is the health of the patients. Most are at the hospital due to major health problems. … Integrating such people into the [substance abuse] treatment system is challenging and the treatment community does not have the experience or money to provide the services needed by the [medically] ill' • 'The SBIRT services are essential because the rural settings don't have the benefit of substance abuse treatment services. Patients in the rural areas are not as educated. It is impressive that SBIRT has been implemented in the smaller communities because if the patients don't accept you then the patients won't accept any of the information they are told or accept the referral' Quality assurance: training, monitoring and feedback • 'There was another push to develop materials for training entry-level staff… basically, for all of the nursing staff, the patient care technician staff, etc., during their orientation when they were hired. There is now an inside module where they're trained on screening and brief intervention and how to refer to us for folks that screen positive… That was all implemented prior to the end of the grant' • 'For brief interventions, the BHC's (Behavioral Health Coaches) tape sessions. The BHCs rate themselves, then supervisors rate them and they discuss… BHCs didn't like taping at first, but now they appreciate it' • 'Feedback was incredibly important to me and all the staff-we want to know what the value [of SBIRT] is-like any marketing campaign' Grant requirements • 'One of the reasons that two of the clinics did not sustain the program is because of the quick rollout and lack of clinic buy-in. One of the stipulations of the grant was that the program be up and running within 6 months, and this didn't leave enough time to gain clinic support, prior to implementing the program' andstaff training tailored to specific performance site needs. 4 Contextual factors: physical space, concurrent technological innovation, treatment accessibility, patient characteristics and geographic setting. Features of the specific environments within which programs were embedded were cited frequently. For example, interviewees expressed concern about inadequate physical space and the resultant lack of privacy, particularly in highvolume venues.
SBIRT staff indicated that new technologies (e.g. telephonic interventions) often facilitated implementation. However, some respondents suggested that program installation that occurred concurrently with other innovations (e.g. computerized screening, implementation of electronic health records) was burdensome. Others reported that, although challenging initially, integration of screening and other data collection tools into existing assessments and/or into electronic health records were ultimately beneficial.
The lack of substance abuse treatment slots was viewed as a significant barrier. When appropriate placements were identified, referral was sometimes ineffective and/or delayed because of extensive intake processes or logistical problems (e.g. lack of transportation) for the patient. Further complicating treatment placement were patient characteristics, including language barriers, limited financial resources, chronic medical conditions and concomitant mental health problems. Co-location of screening, intervention and treatment services was described as a beneficial response to limited treatment access.
Small rural communities presented specific challenges. SBIRT programs and staffing levels had to be adapted to low patient flow rates. Rural communities, and those with homogeneous or indigenous populations in which substance use patterns differed from the general population, were also more sensitive to the stigma surrounding substance use and treatment.
5 Quality assurance: training, monitoring and feedback.
Respondents indicated that clinical and administrative staff benefited from comprehensive SBIRT education regarding program philosophy, goals, services and staff responsibilities, and also suggested that specialists could be trained and monitored more easily than generalists. In turn, specialists indicated that they benefited from monitoring procedures (e.g. shadowing), which helped to maintain service fidelity. Medical practitioners also mentioned the importance of receiving feedback regarding individual patients, especially when SBIRT services (e.g. screening versus BI) were delivered by different providers.
6 Grant requirements: while recognizing the utility of reporting requirements, interviewees indicated that the baseline GPRA interview increased the time needed for, and interrupted the flow of, SBIRT service provision; was confusing and burdensome to patients; and created frustration among staff. The structured nature of the GPRA questionnaire was described as inconsistent with motivational interviewing style. Some providers were uncomfortable asking sensitive GPRA questions (e.g. regarding sexual behavior) and indicated that the items often did not pertain to patients' presenting problems, causing resistance. Providers sometimes felt unprepared to attend to psychiatric and familial problems (e.g. suicide ideation, domestic abuse) brought to light by GPRA questions. Although the GPRA database was viewed as an important information source for monitoring program performance and demonstrating SBIRT's effectiveness to local decision-makers, screening quotas and follow-up goals were regarded as difficult to achieve. Additionally, SAMHSA's short, 6-month, start-up phase was described as insufficient for staff training and for the development of collaboration among participating agencies.
Although presented separately, the six themes do not refer to isolated factors that operated independently. For example, effective leadership enhanced buy-in, which was itself an implementation facilitator. Similarly, the brief start-up period contributed indirectly to problems associated with treatment access, because the time-period between grant award and program installation was deemed insufficient for the development of inter-agency partnerships.
Model migration analysis
Significant program modifications occurred over time, seemingly in response to perceived challenges. In some cases, barriers were addressed pre-emptively in grant applications; in others, they were dealt with prior to, or soon after, program installation. In brief, programs moved away from: (1) sole reliance upon full-length screening instruments towards the use of shorter pre-screen item sets; (2) screening for alcohol and drug risk only towards screening for multiple risk factors (e.g. comorbid psychiatric disorders); (3) in-house generalist providers towards contracted specialist models; (4) ambulatory clinic settings towards greater focus upon high-volume hospital/emergency settings; and (5) referral to external addiction treatment facilities towards on-site and telephonic service delivery, especially for BT.
As shown in Table 5 , two programs initially proposed pre-screening; by the end of the funding period, five had implemented it. Two programs included screening for risk factors other than alcohol and illicit drug use in their grant applications, and a third added additional screening after initial implementation. Although four proposed in-house generalist models for SBI (i.e. utilizing currently employed generalist practitioners to screen patients), only two implemented this approach, and within these programs, the generalist model was limited to a small number of sites. No sites maintained a generalist model for the provision of brief interventions, and all seven programs used specialists for BT and RT services. In terms of settings, small out-patient clinics tended to exhaust their screening populations; although all seven programs implemented their services in ambulatory settings, many suspended services for periods of time or ceased operation in some clinics. Five of the seven programs initiated service delivery in emergency settings and, among those, several expanded services to additional hospitals within their state. Finally, changes occurred in the physical location of treatment services. As documented in interview responses, early efforts to engage non-treatment-seeking medically impaired patients in external substance abuse treatment proved difficult. Although only two programs initially proposed on-site and/or telephonic counseling, six eventually offered them.
DISCUSSION
Although numerous studies have examined barriers to SBI implementation for alcohol and drug users in medical settings, most have focused upon programs that utilize general medical staff to conduct screening and brief intervention and few, if any, have focused on referral services. Ours is perhaps the first to investigate the challenges faced by SBIRT programs, which provide referrals to individuals who may have substance use disorders. It is also among the first to examine programs that utilize dedicated behavioral health or substance abuse counselors for service delivery and that have made other modifications to address potential implementation barriers.
Three separate but complementary analyses involving both qualitative and quantitative data were used to identify, from multiple perspectives, factors that challenged and supported the installation of SBIRT programs and to examine adaptations that addressed implementation barriers. First, the analyses of provider ratings of implementation barriers and facilitators indicate that some often-cited challenges mentioned by generalists (e.g. lack of time, support and administrative staff turnover) were relatively less salient than other issues (e.g. competing priorities, lack of available treatment slots), suggesting that the adoption of specialist models may have ameliorated these common problems. Further, on average, mean ratings for barriers were lower than the scale mid-point, suggesting that other (not listed) factors may have been more important than those included in the survey, or that barriers were less salient to staff who provided services within the fully functioning programs. Ratings of implementation facilitators were higher and consistent with the results of the inductive content analysis (e.g. the emphasis on leadership and collaboration).
Apart from the lack of emphasis on generalists' concerns, the survey and content analysis results provide support not only for findings of previous SBIRT studies, but also for the results of more general research regarding innovation adoption [33] . In underscoring the importance of opinion leaders and program champions (e.g. [34] ), quality assurance mechanisms (e.g. [2, 35, 36] ), intra-and inter-agency communication and collaboration (e.g. [34] ) and provider buy-in, the results underscore the potential importance of program management structure and activities, important implementation drivers [2] which have received somewhat less attention in SBIRT research than provider opinions (see [33] , this Supplement). The related issues of inter-organization communication and treatment availability echo concerns mentioned in prior SBIRT research [20, 37] , but also probably reflect the additional, significant challenges that arise when the SBI continuum of care is expanded to include treatment referral.
In addition to highlighting challenges identified in the literature, the inductive content analysis permitted new themes to emerge. Although some of these are specific to the SAMHSA program, others have broader relevance. In particular, this analysis underscored the importance of an adequate start-up phase to permit the development of organizational linkages and collaboration that promote buy-in and facilitate operations, as well as allow for comprehensive SBIRT training of providers and host institution staff. The GPRA requirements to interview at-risk patients at intake and to examine their status 6 months posttreatment illustrates both the challenges (e.g. the time and potential awkwardness associated with standardized baseline assessments) and the benefits (e.g. availability of program performance and effectiveness data to guide decision-making) involved in implementing protocols to monitor outcomes. Additionally, the content analysis results direct attention to contextual factors such as patient population characteristics and the type (e.g. out-patient clinic versus emergency room) and location (e.g. urban versus rural) of service venue (see [33] for a conceptual framework that includes these core program components). Although causal linkages cannot be assumed, program changes documented in the model migration analysis appear to have been made, at least in part, in anticipation of, or in response to, perceived implementation barriers. Our results provide evidence that the use of dedicated specialists, rather than generalist, in-house medical staff, can overcome many impediments to implementation (e.g. concerns regarding time constraints, perceived role incompatibility and skill deficits). The specialist model also provided a convenient resource for generalists dealing with patients' substance abuse problems. Moreover, the use of specialists to perform brief treatment and referral services probably improved integration with addiction treatment facilities. Finally, the adoption of specialist models allowed the programs to fulfill SAMHSA's requirements to initiate service quickly and to meet screening quotas, outcomes that were also facilitated by implementing SBIRT services in high-flow medical settings such as emergency departments, where the prevalence of substance use problems is relatively high [38] .
The addition of pre-screening protocols to the SBIRT continuum of care also appear to have countered perceived implementation challenges. Program documentation and interview data suggest that pre-screening was justified partly by concerns regarding provider time and efficacy and concerns regarding program sustainability once grant funding ceased. A final significant modification involved the physical location of substance use treatment services. Early efforts to engage non-treatment-seeking patients, often with limited resources and mobility, in external programs proved difficult. Improved accessibility, often by means of co-location of services and/or telephonic counseling, addressed many treatment referral challenges.
The features of fully functioning SBIRT programs suggest strategies for circumventing common implementation challenges. At the same time, however, program planners should be aware that some adaptations could undermine evidence-based practice or simply be unsustainable without grant funding. Most pre-screening questions are not as well validated as the full-length instruments currently in use [e.g. Alcohol Use Disorders Identification Test (AUDIT), Alcohol, Smoking and Substance Involvement Screening Test (ASSIST)], raising concerns about the sensitivity and specificity of this process [36] . Most SBI research has involved generalist providers or trained research assistants; there is less evidence regarding the effectiveness of specialists who deliver SBI. The costs involved in hiring or contracting specialists may also prove prohibitive without external funding. Finally, although research has generally supported the efficacy of SBI in primary care settings, the evidence is equivocal for emergency room settings [37, 39, 40] .
Although our findings are supported by extensive qualitative and quantitative data, the current study has limitations. First, the unique features of SAMHSA's program suggest that some results may not be generalizable. Five years of grant support circumvented the financial challenges likely to beset other new SBIRT initiatives. Grant support, coupled with program design flexibility, allowed programs to hire or contract substance abuse specialists and fund treatment services for high-risk patients. Grant requirements, such as screening quotas, are probably not applicable to other programs. Secondly, our cross-site evaluation focused upon implementation barriers and facilitators that were common across the seven SAMHSA programs. However, challenges vary depending on factors such as setting and patient characteristics. Several such issues were captured within the 'contextual factors' theme identified in the content analyses. SBIRT program planners should consider the impediments associated with particular target populations and with the specific types of service venues within which services will be delivered.
Thirdly, although we have suggested that model migration occurred largely in anticipation of, or in response to, implementation challenges, program changes may have been motivated, at least in part, by other factors. Perceived barriers may have been less daunting than sometimes portrayed, and staff interview responses may have reflected self-interested motives (e.g. a desire to locate the source of problems in grant requirements rather than administrative deficiencies).
CONCLUSIONS
The current study both replicates and extends prior research on the challenges involved in introducing innovative, evidence-based programs into health-care settings. The successfully implemented SAMHSA SBIRT programs had champions who facilitated buy-in by practitioners and other site staff, as well as intra-and interorganizational communication and collaboration. These programs circumvented many of the impediments associated with the use of existing medical staff (e.g. lack of time, role incompatibility) by adopting specialist provider models, educating host-site personnel and instituting quality assurance practices (e.g. staff training and supervision). The results suggest further that an adequate start-up period can facilitate the development of inter-agency networks that are essential for SBIRT programs that depend upon specialty care facilities to treat higher-risk alcohol and drug users. Referral can also be enhanced by co-locating services and offering alternatives such as telephonically delivered intervention and treatment. Finally, the adoption of a pre-screen can improve program efficiency and, especially in high-volume settings such as emergency rooms, significantly increase the number of patients served.
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